pertinent and wise statements and observations but we strongly disagree with one or their opinions -namely, that concerning who should look after patients admitted to hospital with severe asthma. They suggest that ".... admission under a respiratory physician is likely to be in the patient's interest", but then go on to argue that this may be less good for medical education of juniors and students, implying that asthmatic patients should be admitted to general medical wards rather than specialist units. They also point out that at present there are not enough respiratory physicians. Many audit studies published in the last few years have shown that respiratory physicians deliver a higher quality of inpatient care than do their general physician colleagues. In particular, general physicians prescribe anti-inflammatory treatment less often, are less good at planning to prevent future episodes, and fail to follow up over 40% of cases.' A recent article2 pointed out that, in cardiac disease, such process measures are probably a more sensitive indicator of standards of care than are direct measures of outcomes, and this conclusion is likely to apply to asthma too since, if asthma prophylaxis is not even prescribed, the patient cannot hope to gain benefit from it.
Tattersfield and Holmes argue that medical students and junior doctors need to see and treat asthma and are fearful that some doctors could fail to learn about it. We agree that all juniors and students need to learn about asthma, but would suggest that it is better that they should rotate through respiratory teams and see a lot of asthma managed well than being exposed to a smattering of asthmatic patients managed in various suboptimal ways from a range of general medical units. Since respiratory medicine accounts for a quarter of all acute medical admissions,3 it should be possible to organise for house officer and senior house officer rotations to include the speciality and for all medical students to spend some time in it. We would stress that we are not attacking our general physician colleagues: we accept the reverse logic of our arguments in non-respiratory conditions.
The theme of the editorial is the need for a collaborative approach across the primary/ secondary interface and again we agree with this; however, it is likely that most general physicians will have other speciality interests and so will not have either the time or the enthusiasm to develop a rapport with general practitioners for the care of patients with asthma. We believe that the patient's interest must come first and that other interests such as education must be subservient. The "com- petence We recently performed a study to determine the aetiology of community-acquired pneumonia in Lleida (Spain). Traditional diagnostic methods, including paired serum samples for microimmunofluorescence to detect C pneumoniae, were used in combination with polymerase chain reaction (PCR) tests performed on samples obtained directly 'from lung parenchyma by transthoracic needle aspiration to avoid confounding results. PCR has improved the ability to detect many microbial agents, including C pneumoniae, with a higher sensitivity and specificity than conventional procedures.2 Furthermore, transthoracic needle aspiration is a very specific method of obtaining uncontaminated pulmonary samples.
With this method 14 of 1 19 patients (12%) had a diagnosis of C pneumoniae pneumonia. Serological criteria established the diagnosis in 11 cases and PCR in seven (both methods were positive in four patients). Of these patients three had a dual infection, associated with Spneumoniae in two cases and S viridans in one. The outcome of the patients was retrospectively evaluated in correlation with the treatment; seven received ,-lactam agents only and seven received macrolides, alone or combined with 3-lactams. The clinical course of the illness (duration of fever, time in hospital, and incidence of complications) did not differ between the two groups.
We found C pneumoniae in the lung parenchyma of our patients with pneumonia using specific methods, and the clinical results were comparable with those of Kauppinen. Thus, we believe that C pneumoniae is a real pathogen which causes pneumonia. HRCT scanning has made an important contribution to the assessment of intrathoracic disease in the last 10 years. These two American books on HRCT from the same publisher approach the topic in different ways.
The atlas by Stern and Swenson is intended for "private radiology practitioners" and radiology trainees. The authors note that a disease process varies in appearance according to the individual patient and the stage of the disease. They have therefore attempted to present several examples of each condition to give a wider view than the classic presentation. There is a brief chapter on HRCT technique and another on anatomy. Unfortunately, there are no line diagrams to clarify the basic anatomy that HRCT displays. The subsequent 12 chapters deal with specific related types of conditions such as fibrotic lung disease and lung masses. Each HRCT scan has a brief description which includes some general comments on the disease process and specific remarks about the particular radiograph. The last chapter is on pitfalls and artifacts, most of which are well known to those who see a reasonable number of HRCT scans.
The book by Webb et al is the second edition of a much respected formal text which has been updated to take account of the advances of the last four years. It has a good section on the technical aspects of HRCT scanning followed by a chapter on anatomy which includes several very helpful line diagrams. There is a chapter on the radiographic findings in HRCT which is then followed by the main body of the book which is divided according to appearances -for example, parenchymal opacification or nodules. This leads to some conditions appearing in several chapters although these are generally cross referenced. It concludes with sections on the uses of HRCT and an illustrated glossary of terms. All the chapters have tables of features of particular diseases and differential diagnoses. These books will appeal to different types of readers. Although the book by Webb et al costs £15 more, it has 30 more pages and they are full of information whilst a lot of the pages in the atlas are half empty. The images in the atlas are not quite so good. Both contain a list of references but these are much more comprehensive in the book by Webb. Anyone who wants to obtain a good understanding of the basis and use of HRCT scanning will be advised to buy the book by Webb, but those who are more interested in looking at a range of HRCT images without the support of technical and clinical detail will find the atlas useful to flick through for selection of examples. Nasal masks are sprouting on faces over Britain and Europe faster than teenage acne. As the arguments for use of CPAP and NIPPV rage, there are few balanced reviews of the literature to educate those new to the field until now. This knowledgeable, thorough, well argued, and extremely well laid out paperback book on assisted ventilation is now available for both newcomers and "old hands".
From the first chapter, the potted history sets the scene for the newcomer. Concise, factual, and easy to read, this is not a book to be put down in a hurry. Chapters 1 and 2 cover the background methods and pathophysiology concisely with clear tables and diagrams. Chapters 3 to 5 offer good advice on equipment and setting up patients on the different machines, but this is brief. An overview of assisted ventilation in respiratory failure (Chapter 4), followed by a series of chapters (Chapters 6 to 10) on specific conditions including intensive care units, domiciliary care, neuromuscular disease, chronic obstructive pulmonary disease (COPD), and pre-lung transplantation, give this book its real "value for money" feel. 
